Six cases of abdominal visceral injuries in the battered baby syndrome were treated in the children's hospitals of Manchester during the period of 1961 to 1970 . These are compared with 69 other cases of abdominal visceral injuries, seen during the same period, which were due to road traffic accidents, injuries from sport, falls from a height, and accidents on derelict building sites (Table I) .
and he improved a little with intravenous fluids, but barium meal showed partial jejunal obstruction (Fig. 1) . Laparotomy (S.J.C.) revealed a haematoma just below the duodenojejunal flexure ( Fig. 2) which was evacuated. Two further findings considered to be possible evidence of previous intra-abdominal injury were some thickening of the capsule of the right lobe of the liver, and several small intestinal adhesions in the epigastric region which were divided. The child made a full recovery and went to a foster home for 6 months. Case 5. A girl aged 11 months was admitted with a 2-day history of vomiting bile. At 5 months she had undergone laparotomy in South Wales for rupture of the duodenojejunal flexure. There was also a history of fracture of the left clavicle. The child (Fig. 3) weighed only 6-4 kg, which was well below the third centile. She was moderately dehydrated. Abdominal x-ray showed some distension of a small intestinal loop and a few fluid levels. On a presumptive diagnosis of intestinal obstruction due to intraperitoneal adhesions, she was treated conservatively with intravenous fluids and nasogastric suction for 6 days, with some success. However, she relapsed, and at laparotomy (A.J.), though adhesions were present, the obstructing lesion was found to be an intramural haematoma of the ileum, which was evacuated. She recovered well and gained 700 g weight before discharge 3 weeks after operation. Her mother said that she bruised easily but no coagulation pathology was found on investigation.
Eight months later another obstructive episode occurred and at laparotomy (A.J.) this was attributed to recurrent adhesions. The patient returned to South Wales and was lost to follow-up in Manchester. However, it has been learned that at a later date a younger sib was battered and both are now in care. parents were quarrelling between themselves for not having taken the child to hospital a week earlier when he was said to have fallen downstairs. On examination he was shocked, with bruises all over the body, black eyes, a haematoma of the forehead, and a cut on the penis. X-rays showed an occipital fracture and periosteal thickening of the distal metaphysis of the left radius. Erect abdominal x-ray showed gas beneath the diaphragm (Fig. 4) . Laparotomy (A.J.) revealed severe peritonitis from a large perforation of the pelvic colon, which was exteriorized. The child died the next day.
Necropsy reinforced the clinical findings. The skull fracture appeared to be some weeks older than the colonic injury, but was not associated with any intracranial lesion. Discussion Diagnosis. Kempe wrote in the paper in which the term 'battered child' was originally coined (Kempe et al., 1962) , ' The syndrome should be considered in any child exhibiting evidence of the fracture of any bone, subdural haematoma, failure to thrive, soft tissue swelling, or skin bruising, in any child who dies suddenly, or when the degree and type of injury is at variance with the history given . . .'. In each of the reported cases two or more of these criteria were seen, except that none suffered subdural haematoma. Also in this series there are criteria emphasized by the NSPCC (Skinner and Castle, 1969), viz. previous hospital attendance for injury, and a history of injury to another child in the family. In 2 cases, the parents' excuse that the child bruised easily was not supported by laboratory investigations (Helfer, 1968) .
Age. Characteristically all these children were under the age of 3 years (Table II) . There were 8 others in the same age group out of a total of 75 cases of visceral injury. Type of injury. The liver is a frequent victim in battered children, and the mortality is high. Camps (1969) reported 19 liver injuries in 100 fatal cases of battered children. Touloukian (1968a) reported 1 liver injury in 5 necropsy studies, and McCort and Vaudagna (1964) reported another 2 cases of liver injury 1 of them fatal. Simpson (1965) reported a conviction for murder after the death of sibs, both of whom suffered liver rupture. There were 2 cases of liver rupture in this series, one of them fatal. In both of the cases violence had evidently been directed into the epigastrium.
Intestinal injuries are the most commonly reported intra-abdominal lesions in battered children. Intramural haematoma of the duodenum or jejunum is well documented (Kempe, 1971; Touloukian, 1968a; Eisenstein, Delta, and Clifford, 1965) , and in some of these cases the more serious aspects of the child's clinical picture may divert attention away from the possibility of parental abuse as the cause of the injury (Stewart, Byrd, and Shuster, 1970) . Two cases of intramural haematoma were seen in this series, and astonishingly in Case 5 the haematoma was the second intestinal injury received by the child, who had previously suffered a rupture of the duodenojejunal flexure. Rupture of the intestinal tract has also been observed (McCort and Vaudagna, 1964; Touloukian, 1968a) , though surprisingly colonic rupture does not seem to have been reported previously; the case in this series died, and the parents admitted delay in bringing the child to hospital.
Avulsion of the common bile duct has not been reported before, but is in keeping with injuries in battered children to relatively fixed viscera in the epigastrium, the duodenum (Stewart et al., 1970; Touloukian, 1968a) , the pancreas (Bongiovi and Logosso, 1969) , the root of the mesentery (Vollman, Keenan, and Eraklis, 1966) , and the liver (see above).
Comparison of these injuries in battered children with the general pattern of abdominal visceral injury can be made from Table III . The kidney and spleen are the most commonly injured abdominal organs in childhood (Touloukian, 1968b) , but the only reported injuries in these organs in battered children are 6 renal and 3 splenic in Camps' series (1969) of 100 fatal cases. By contrast, small intestinal injuries, including duodenal, are the most commonly reported visceral injuries in battered children. There were 2 in this series, but out of the 69 cases of accidental visceral injury, only 5 were in the small intestine.
Mortality. The 2 cases which died arrived in a state of advanced shock, and in one case delay in seeking medical advice was admitted. Neither case had extra-abdominal injuries except for bruising in the superficial tissues. By contrast all 4 fatal cases of abdominal visceral injury from road traffic accidents also suffered severe cranial or thoracic injuries which contributed to their deaths.
In conclusion, we wish to emphasize the need to be on guard in paediatric and general surgical 
